This summary will not cite any presentation by name because all the presentations were outstanding and because there was so much overlap. Although I will not give attribution, I will steal freely from all the ideas that were presented.
One discussion that was notably absent, in my opinion, was K through 12 education. It was mentioned that education correlates with health status, but none of the papers discussed in depth the decay of our inner-city schools and what will be needed to turn them around.
In that regard, I present an example of something Hopkins is doing. I offer this not so much to tout Hopkins, but to illustrate an example of a successful model to turn around schools. It has not only worked with individual schools, but is scalable and so can be applied nationally. Perhaps a presentation of this model will stimulate discussion of other models for dealing with the other problems that affect our urban poor. to study urban schools that were in trouble. The CSOS created some solutions that have been very well researched and very well documented.
Over the past few years, one of the programs has begun to grow tremendously.
It was started by Robert Slavin, one of the principal research scientists at CSOS.
The program, named Success for All, is designed to go into dysfunctional innercity elementary schools and turn them around. We began developing the program about 20 years ago, and it has been implemented for at least 10 years. Each year, it grows exponentially. This program is now in 750 elementary schools throughout the country and is growing at a rate of more than 25% a year. In 1998, it will add another 400 schools. It could grow more, but the ability to train enough people and to develop the means to scale it up is limiting its growth.
The program is unique. It does not manage the schools. We only go into schools in which the principal and 80% of the teachers vote to invite us in. The program has a philosophy that no student should be allowed to fail. Any student who falls behind is immediately given remedial work with teachers' aides, all of whom are part of the school program.
Hopkins does not provide any of the teachers. We go into the schools with a program that has been well researched; we provide a set of ancillary curricular materials and an array of publications. Success for All creates a series of trainers who have been recruited from teachers. In the first year, there is fairly intensive training and consultation, but thereafter, each year, it drops back. I came to believe that there is an urban health problem. It is really the American health problem that manifests itself earliest and most clearly in urban areas. The analogy made at the symposium, that a city is a crucible, is a good one.
Another way to think of it is in terms of an epidemic: we typically see the epidemic beginning in the inner cities and spreading elsewhere. Certainly, that is true with schools. Based on standardized testing, only 11% of third-grade students in the Baltimore city schools are reading at grade level, but statewide, the average at most schools is no more than 60%; many schools throughout Maryland are dysfunctional and are facing many of the same issues as the urban poor. The vicious cycle--lack of education, lack of employment, poor socioeconomic status--gives us great pause as to whether there is hope at all.
In some sense, we want to address the systemic problems. Mayor Schmoke's presentation focused on some of the right problems. He spends much of his time raising funds, as I do, and he noted that, oftentimes, either the funds are not available or, if funds are available, when they go through the city governmental mechanism, he does not believe that they can be deployed effectively to solve the problem. This gets back to the issue of focus. His presentation was a very eloquent discussion of why it is impossible to focus when one deals with political and governmental mechanisms; his observation, that he is trying to get from foundations money that will come into the city outside the political system, is an important recognition that we have to have nongovernmental approaches that can partner in some way with governmental approaches.
SUCCESSFUL I~T,AT,VES
One major point made at the symposium is that we have forgotten the public health lessons of the past. The successful models of treating infectious disease, and the whole progression of an epidemic, are important. And, of course, we have marginalized some of the problems of the poor.
Nevertheless, the symposium offered reasons to be optimistic. We learned about the reduction in crime, not only in New York City, but also in other major urban areas across the country. Who is responsible for that is perhaps debatable, but nonetheless, the tide has turned. The results from Parkland, on reduction of infant mortality, are heartening. The fact that this could be done across several different races, and in spite of the tremendous racial biases that we have in our health care delivery system, is encouraging, not only for health, but for every other issue that affects our urban poor. The success of needle-sharing programs in Baltimore, the reduction of lead poisoning, the improvements in immunization rates, and other efforts show that if there is a focus on one part of the problem--and only one part of the problem--one can be successful. One does not need to have to try to solve all of the pieces of the problem simultaneously.
I believe that this represents a change of emphasis. When I walked into the symposium, I had the sense that we had to solve a whole manifest set of issues:
education cannot be dealt with without dealing with violence, violence cannot be dealt with without dealing with the family structure, and so forth. I think the data presented in the symposium argues, however, that if one focuses on individual problems, one can make a tremendous difference.
What works? Leadership. A hundred times over, we heard that leadership is important. Another way of saying that is, we need champions for change. We I am reminded of a recent speech I heard by the chief executive officer of Deutsche Telecorn, who talked about how technology was changing telecommunications completely, but it certainly was not the answer for everyone. He gave his 92-year-old mother a cellular telephone, and every day thereafter she would call him long distance, and they would have long conversations, this from someone who never called for more than a millisecond in the past.
Finally, he said, "Mama, you can't go on calling me like this, this is going to cost you a lot of money."
She said, "Oh, no, it isn't, they haven't come to hook it up yet."
In Baltimore, we have assembled a group of people from Hopkins's School should not have in the first place? It will be challenging, but we need to do it.
I think our success will depend on recognition that our success and the success of the communities are inexorably linked.
THE DILEMMA OF DELIVERY SYSTEMS
At the symposium, there was some discussion about integrated delivery systems.
As a contrarian, I am not convinced that integrated delivery solutions are going to work.
Integrated delivery systems were once called vertical integration. A person would go to one provider for everything, from home care, primary care, and public health, all the way to quaternary and quintessential care, as Dr. Rowe, one of the presenters at the symposium, once referred to it. Unfortunately, when one tries to optimize the whole, one suboptimizes the pieces. Other industries have moved away from vertical integration to horizontal integration. Probably the best example is the computer industry. IBM, Control Data, Unisys, Burroughs--all were once integrated vertically: they made the chips, they assembled the boards for the computers, they built the computers, they wrote the software, they did the service, they did everything associated with their product. Today, however, the computer industry is integrated horizontally. Semiconductor chip manufacturers maximize the ability to produce integrated circuits, or memory chips;
other companies do nothing but put chips on boards and return them to the computer companies; others make software; others provide services to the industry. Microsoft, for example, which has written what is now the world's most popular operating system for networking, Windows NT ~, does not do its own networking. Microsoft outsources its own internal networking to another company, which does nothing but take care of network operations. Microsoft has the expertise to do it, but realizes that if they must optimize the service of a large network they cannot optimize their production and marketing of programs.
The question may still be asked: Are we headed in the right direction? I think that managed care is here to stay, but I believe that managed care will evolve in a totally different way, and we will see that many mergers and alliances will not work. An attempt is being made to combine organizations with very different cultures for the sake of economic savings, but in the end, their cultural distinctions may prevent them from working as partners.
Serious questions should be asked about organization. Shouldn't service organizations that are in the private sector, the whole function and expertise of which is really public health, contract those services to the Oxfords or the Johns Hopkinses or the Mount Sinais? Rather than trying to get the medical school, the hospital, and the school of public health of an institution like Hopkins to merge, will we do better to buy services or trade off with one another?
PAYING FOR URBAN HEALTH
There has been much discussion about the burdens o1: Medicaid and Medicare, but not much discussion about commercial insurance or commercial health maintenance organizations (HMOs). Yet, better public health is supposed to be the great benefit of the HMO model.
In my view, that has not happened. I spent two years in Minnesota, in probably the most advanced HMO market in the United States. There, all systems operate on a not-for-profit basis, so the issue as to whether the for-profit or the not-forprofit systems are more ethical never arises. Interestingly, every November and December, enormous shifts in enrollment from one HMO to another occur based on subtle or small differences in premium rates. Consequently, there is intense competition to drive out costs, to lower premiums, in order to enroll the patients.
When these shifts occur, deleterious effects also occur: the healthy patients move, and the sick patients stay behind. We must let a thousand flowers bloom to see which seed and take root. At the present time, the solutions clearly need to be local, but once they are studied well, they could, we may hope, be scaled nationally.
We need to stimulate creative and innovative solutions. Within that framework, focus is important, leadership is critical, and successes should be highlighted. The community must be a participant, and we must encourage partnerships among players that have not previously been partners.
Second, we need to develop economic incentives because the marketplace can be an effective means to achieve desired ends. To do so, we must determine what the appropriate incentives are: mandatory carve-outs, payment from the federal government to the states for improving health status indicators, or some other mechanism.
Finally, an observation was made that we need to develop leaders in public health who do not speak public health. Peter Drucker has defined a leader as someone who has followers. In order to have followers, one must be able to communicate. My experience with public health people is that they often tend to speak in language that is understood only by other public health people.
We need to communicate our goals in a way that enables communities to understand the benefit and the value of public health. That is not an easy task.
I look forward to implementation of some of the proposals made at the
